and Table 2 contain the same information. Only one should be used. Tables 3 and 4 are rather unorthodox, as it seems that scores and p-values have been switched, listing all p-values and ES only when p < 0.05.
In the section 'Subgroups analyses among FAs' it is stated that infections were associated with better SF-36 scores than those without infections. This is not reflected in table 3.
In the introduction it is stated that 'Females are more common among FAs in primary care' and reference 1 is cited. In the discussion it is stated that 'Furthermore, there were not significantly more women than men among FAs, which also is in line with previous findings' -reference 1 is again cited.
Discussion (page 11): The diagnostic system is abbreviated ICPC, not IPCP.
The authors should carefully check their list of references. I checked the first 10, and there were formal errors in all of them. I also checked one example in the discussion (page 11): 'Previous research on reasons for visits have been based on registry data [28, 36] ' Both of these references concern surveys, not registry data.
REVIEWER
Outi Kanste, PhD, Adjunct professor Research Unit of Nursing Science and Health Management Faculty of Medicine University of Oulu Finland REVIEW RETURNED 17-Nov-2018
GENERAL COMMENTS
Thank you very much for the opportunity to review this interesting manuscript. This research is relevant and important for both practical and research purposes. In my opinion, the manuscript is useful and there is clear rationale for international publication. The structure of the paper is rather clear and basically acceptable, but some important issues are missing. I hope that the authors will revise the manuscript for clarity and precision.
1. The study aim is clearly defined, but it is not logically expressed in different parts of the manuscript. The study aim should be consistent. The literature review (introduction) is adequate, but it needs to be clarified more clearly what is known and what is not known about the topic. The literature review does not involve very critical appraisal of the previous literature. It is mainly a description of the earlier study results.
brings to the field of research, because the subject has been extensively studied in the international literature.
4. The methods are not fully described to allow the study to be repeated. Inclusion and exclusion criteria should be clarified. The selection of participants (FAs and CG) should be illustrated better than before (e.g. by using flow chart). The sample size needs to be justified.
5. The research ethics (participant consent and ethical approval) is addressed appropriately, but how confidentiality has been maintained needs to be added.
6. The main outcome, health-related quality of life, is not very clearly defined. It is necessary to define more precisely.
7. The statistics used are appropriate and described sufficiently but some references are needed. Need to be clarified how missing data were addressed.
8. The references are up-to-date and appropriate.
9. The results address the study aim sufficiently.
10. The results are presented rather clearly. The tables and figure are appropriate, but they need more information about the statistical tests used.
11. The discussion and conclusions are justified sufficiently by the results. The study relates sufficiently the findings to previous work. The innovative and little explored areas for further study need to be suggested more clearly.
12. The study limitations are discussed adequately and sufficiently. There are a number of issues for frequent attenders which are already described in the literature such as doctor patient communication, the power differential, inconsistency in care, possibly that the one size fits all consultation can't work in all circumstances. That these patients may need something in addition to the usual approach e: liaison psychiatry and primary care union or compassionate community approaches In the introduction they describe a need to identify strategies for intervention and there are some examples already in the literature. For example they have discussed psychological assessment later in the paper. They could have a look at the literature to see what is being done here for example we had a paper https://www.cambridge.org/core/journals/bjpsychbulletin/article/new-models-of-care-a-liaison-psychiatry-service-formedically-unexplained-symptoms-and-frequent-attenders-inprimary-care/2A813752681AF0CF1B40071ED0AB4F41 or another similar approach is https://www.cambridge.org/core/journals/advances-in-psychiatrictreatment/article/cbtbased-approach-to-medically-unexplainedsymptoms/777C8010E81C264FD017CDA09BDAADD5 Other options are in the literature and too. Even though this would be for a next stage it lines up the research and sets the context and stage of work programme. I think it could be important to look at that literature in the context of the health services available in Sweden and what that might mean for patients who frequently attend. How will your paper impact on general practice in the future? There is also a public health and lifestyle issue for some of these patients -a patient centred approach to healthy living which also contextualises some of this work. For example these patients are obese and socially isolated with painful and distressing symptoms as they perceive them and feel side-lined. How does this align with public health prevention in this context? There is also something about where the person is in their motivation and ability to manage their health. Abstract The response rate of participants in each arm of the study is not summarised Method The method is clearly described and could almost be replicated but there are some issues including 1. Why the SF-36 was selected. Is it because its used in the general population survey?. It does have limitations and is quite old now. However it is a generic HRQL measure that has been validated worldwide.
REVIEWER
2. How was the sample size identified, by what method? Numbers seem sufficient but further assessment is required. Have they taken account of sub group analysis as part of this? 3. There was no public involvement which seems a shame as the perspectives of patients here is interesting and crucial. You could have gained more insight about the issues for frequent attenders and picker up on some of the published qualitative work in this area Results The response rate for the questionnaires should be described in this section. The numbers of patients in the tables do not correspond to that described in the main body of the paper and should be described.
VERSION 1 -AUTHOR RESPONSE
Reviewer I Thanks for your review and the overall positive comment. Your detailed remarks have definitely improved the manuscript. #2. The title should include the design of the study.
Ok. See #1.
#3. The methods section of the abstract is inadequate. It does not state when the study was performed, definition of FA, the retrospective review of medical records, how the respondents were chosen. The last sentence of the abstract can safely be omitted.
Ok. We have addressed your suggestions within the word count:
We added:
"Medical records were scrutinized concerning reasons for visits. Questionnaires including SF-36 were mailed to 331 FAs (≥5 visits at GPs during 2000) and 371 patients in a CG randomly selected…"
We removed: Psychological assessment, in combination with proper medical care for the health issues presented is suggested.
Page 3 #5. According to the methods section the material was collected in the year 2000. The authors should explain why they want to publish this study after so many years.
Due to long-lasting multiple illnesses it was not possible until now to proceed with the project.
#6. Reason for encounter (RFE) was not recorded prospectively, but noted after retrospective review of the medical records. The authors argue that this approach limits the possibility that GPs' assessments might influence the reported reasons for seeking health care. Is there a specific field for recording RFE in the medical record or is this noted (or not noted) as free text by the GP?
Yes, it was recorded as free text in the medical files.
#7. Figure 1 and Table 2 contain the same information. Only one should be used.
Yes, we agree that there is overlapping information. However, the graphical visualization of data facilitates interpretation in addition to details described in Table 2 . Preferably we like to keep both, but if we need to omit one of the two, we like to keep the Table. The previous It is common to report effect sizes (ESs) only for significant p-values and we argue that ES for non-significant effects not are that informative. #9. In the section 'Subgroups analyses among FAs' it is stated that infections were associated with better SF-36 scores than those without infections. This is not reflected in table 3.
Thank you for pointing this out. The text is correct and we added an explanation in Table 3 to clarify this. a higher SF-36 scores (all other effect sizes were lower) Page 23. #10. In the introduction it is stated that 'Females are more common among FAs in primary care' and reference 1 is cited.
Yes, females are more common among FAs as well as non-FAs. Reference 1 is an overview with detailed information on sex differences. We think it is appropriate. #11. In the discussion it is stated that 'Furthermore, there were not significantly more women than men among FAs, which also is in line with previous findings' -reference 1 is again cited. This is not contradictory to #10. In our sample, there was no statistically significant difference between females and males. This is also noted in Table 1 , p-value 0.155. #12. Discussion (page 11): The diagnostic system is abbreviated ICPC, not IPCP.
Ok. Thanks a lot for notifying us of this typo. It is now corrected.
Page 11, line 11. #13. The authors should carefully check their list of references. I checked the first 10, and there were formal errors in all of them. I also checked one example
We apologize for the formal errors spotted by this reviewer, but now have carefully been through all references and in the discussion (page 11): 'Previous research on reasons for visit has been based on registry data [28, 36] ' Both of these references concern surveys, not registry data.
as far as we can judge they now correspond to the style used in BMC.
We agree and have changed the wording here to better describe the nature of the study protocols.
Previous research on reasons for visits have been based on diagnostic data [28, 35] , whereas in the present study, data were derived from medical records without using the final diagnosis made by the GP. Notably, the references after references 33 were renumbered.
Page 11, line 6. Reviewer II #14. Thank you very much for the opportunity to review this interesting manuscript. This research is relevant and important for both practical and research purposes. In my opinion, the manuscript is useful and there is clear rationale for international publication. The structure of the paper is rather clear and basically acceptable, but some important issues are missing. I hope that the authors will revise the manuscript for clarity and precision.
Thanks for your review and the overall positive comment. Your comments have further improved the manuscript.
#15. The study aim is clearly defined, but it is not logically expressed in different parts of the manuscript. The study aim should be consistent. The literature review (introduction) is adequate, but it needs to be clarified more clearly what is known and what is not known about the topic. The literature review does not involve very critical appraisal of the previous literature. It is mainly a description of the earlier study results.
We have considered this comment carefully, but believe that a more detailed and critical discussion is better suited to reflect our findings as related to previous studies than to alter the structure of the intro. Thus, we like to keep the present structure.
#16. The abstract is rather accurate, but the year of data collection and the definition of FAs are needed (e.g. number of consultations). The title doesn't fully match the aim and contents of the manuscript, so the tittle could be modified.
We have added the time for data collection and also altered the title to reflect the nature of the protocol used.
See #1 and #3.
#17. The study design is appropriate to answer the study aim. It is necessary to further highlight what new information this research brings to the field of research, because the subject has been extensively studied in the international literature.
We agree that replication is essential and now and have further stressed the selection criteria with regard to age that often differ over studies. #18. The methods are not fully described to allow the study to be repeated. Inclusion and exclusion criteria should be clarified. The selection of participants (FAs and CG) should be illustrated better than before (e.g. by using flow chart). The sample size needs to be justified.
Ok. As suggested by the reviewer we have added a flow chart in addition to the Method section. Figure 1 .
The sample size was initially all patients who fulfilled the inclusion criteria for being FAs and the comparison group was randomly selected from the remaining patients.
#19. The research ethics (participant consent and ethical approval) is addressed appropriately, but how confidentiality has been maintained needs to be added.
We used a code for each patient to ensure confidentiality.
"Data were coded in order to ensure confidentiality." Page 13, line 11-12. #20. The main outcome, health-related quality of life, is not very clearly defined. It is necessary to define more precisely.
Health-related quality of life (HRQoL) is self -reported, usually evaluated through various rating scales. Here we used SF-36, which is a widely recognized generic HRQoL instrument developed in the Medical Outcome Study and used since the 1990s. For readers seeking additional information we refer to validation work of this questionnaire i.e. reference 32 and 33. #21. The statistics used are appropriate and described sufficiently but some references are needed. Need to be clarified how missing data were addressed.
The SF-36 scoring program addresses missing data by using algorithms that includes multiple imputation and maximum likelihood, rather than mean scores, that, if used, essentially gives the same results. Hence, all domains are completed. See Peyer et al Qua Life Res 2011, 20, 287-300. All medical records were available and thus no data was missing. #22. The references are up-to-date and appropriate.
Thanks.
#23. The results address the study aim sufficiently. Thanks.
#24
The results are presented rather clearly. The tables and figure are appropriate, but they need more information about the statistical tests used.
This is described in the Method section, under the subheading Statistics. In addition we added this information in the Tables.
"Mann-Whitney U-test was used for between-group comparisons of SF-36 domains."
Page 22 (Table 2) . "Cohen's d was used to calculate the effect size (ES) of between-group differences."
Page 23 (Table 3) and 24 (Table 4 ). #25. The discussion and conclusions are justified sufficiently by the results. The study relates sufficiently the findings to previous work. The innovative and little explored areas for further study need to be suggested more clearly.
We have pointed towards further directions in this area as we see them but believe that a more extensive discussion is beyond the scope of this paper and might be too speculative.
#26. The study limitations are discussed adequately and sufficiently.
Thank you! Reviewer III #27. I think this is an interesting paper within the context of Swedish Primary Care. I do think it is important to consider what novel approaches might be used with people who find engagement with primary care a challenge. There is wider context of the types of intervention and strategies that could be offered. This would need to be addressed for it to be suitable for a broader context. The purpose of doing this project in the context of a wider approach to delivering person centered biopsychosocial care should be considered. I am unclear how novel it is in this context as other studies have found similar results in different countries.
Thanks for your review and your valuable input. We argue that most results in this area are relatively weak, as effect sizes usually are relatively small and hence that replications are needed to establish the robustness of the effects. We hope you share the view that replications across cohorts and countries are need to establish invariants in the FA population. We agree that precision medicine might be an ultimate goal for this patient group, but for that we need better patient characterization both at the individual and group level. #28. Some additional scrutiny of the statistics would be advised. Reporting on numbers Ihe narrative and tables should be more consistent or described more clearly. The context of the research study is important as on the pathway to impact this forms the confirmatory stage.
Please see #8.
#29. Research question and objective
This paper is focused on the health related quality of life of frequent attenders in primary care compared to a comparable group and a sample of the general population. The research question is defined in the objectives. The purpose of examining HRQL with this patient group as compared to others is not clearly described in the abstract. What might this add to practice -it seems unsurprising that this group of patients have lower self-rated HRQL. The suggestion of additional psychological assessment and proper medical care is a bit vague -what might this look like? (see context). What further research is needed in this context to take this forward. I am uncertain about how novel this in this context. The aim is described in the Abstract:
"Objectives: The aim was to examine health-related quality of life (HRQoL), patient characteristics, and reasons for visits to general practitioners (GPs) by frequent attenders (FAs) and a comparison group (CG) in primary care."
Even though the intention not was to investigate how self-reported health relates to practice, we like to point out that HRQoL is related to reasons for visits in a population aged 18-64; and potentially eligible for employment. As many patients are on sick leave,
